which there are foci of infiltration with cells; some are inflammatory cells (including neutrophil leucocytes) and others are abnormal and rather pleomorphic cells apparently belonging to the reticulum cell series. In one of these cells there is a tripolar mitotic figure. A reticulin preparation shows some increase in reticulin fibres in the foci of cellular infiltration. Hodgkin's disease is the most likely diagnosis. Skin biopsy (Dr G A Gresham): Epidermal atrophy, a slight degree of hyperand parakeratosis with conspicuous pigmentation of the basal layer. No stratum granulosum. The upper corium is somewhat cedematous and sparsely infiltrated with histiocytes, most of which cluster about vessels in the upper corium. The appearances resemble ichthyosis vulgaris but parakeratosis is unusual in this condition. Course: He was given oral iron, a blood transfusion and 20 mg of prednisone daily, on which his general condition at first improved and the erythema and scaling diminished. After a few weeks he deteriorated rapidly, with loss of weight, jaundice, tremor (not flapping) and eventually coma. He was too ill to be shown in person at the meeting, and died a week later. Permission for necropsy could not be obtained. Comment: Ronchese (1943) first recognized the characteristic association of 'ichthyosiform atrophy of the skin' with Hodgkin's disease, and the same appearance has sometimes been reported with other malignant reticuloses. Glazebrook & Tomaszewski (1944) found a low serum vitamin-A level in their patient, apparently caused by increased renal excretion of vitamin A. The serum level was also low in the case reported by Duperrat et al. (1961) but normal in Forman's case (1953) . Sneddon (1955) tested the night vision of one of his four patients and found it normal.
In our patient the first serum vitamin-A level was well below the normal minimum of 50 i.u. %, but the second just above it. Absorption of orally administered vitamin A was rormal. We were unable to confirm the probable diagnosis of Hodgkin's disease, but there is little doubt that he died of a malignant reticulosis. In 1918 a scab formed on a vaccination site and persisted for twenty years. Other granulomatous ulcers then appeared on both upper arms, chest and back, and he has never been completely clear since. Some lesions have healed with dense scarring, but they break down and fresh ulceration appears at new sites. A squamous cell carcinoma was found in a lesion on the right upper arm in 1959. It was at first treated by radiotherapy but eventually had to be excised and grafted in 1961. On examination: In the active stage the serpiginous ulcers have a raised border of purplish granulation tissue, dotted with tiny pustules, which bleeds readily and is sometimes painful. Central healing leaves thick scars, some of which later become atrophic. Investigations: Swabs from ulcers (numerous): Staph. pyogenes usually; hmmolytic streptococci, B. proteus, coliforms, &c., occasionally. No anaerobic streptococci. Some swabs sterile. Fungi never seen microscopically or cultured. Blood counts normal. E.S.R. slightly raised. Serum proteins: slight increase in globulins. Chest X-ray: normal. Skin biopsies: Chronic inflammatory changes with heavy plasmocyte and lymphocyte infiltration and occasional giant cells (not tuberculoid). Welldifferentiated squamous cell carcinoma in one part of lesion on right upper arm. Treatment: Topical antiseptics, antibiotics and occlusive dressings, radiotherapy, and systemic sulphonamides, antibiotics (including isoniazid), chloroquine and calciferol produced only temporary or no improvement. Systemic prednisone in 1957 at first cleared the ulcers completely, but they returned when it was stopped. Further prednisone cleared them again but they gradually relapsed and then no longer responded to steroids. Ammonium chloride was given to eliminate iodine, administration of which had seemed to cause exacerbations, but without effect. After excision and grafting by Mr L M Rouillard healing was complete and the result remains excellent. 
